Sir,

Nasogastric tube (NGT) insertion is a common procedure in hospital wards, Intensive Care Units, and operating room. The technique is simple in awake patients who cooperate by swallowing it, but occasionally, there may be demand to insert in unconscious or even in an intubated anesthetized patient. There are high first attempt failure rates while inserting an NGT in an intubated patien.\[[@ref1]\] Apart from failed attempts, these may be associated with complications.

A 66-year-old male with body mass index 32, diabetic, and hypertensive Mallampatti grade 3 was posted for laparoscopic cholecystectomy. General anesthesia was administered using internal diameter (ID) 7.5 mm cuffed endotracheal tube (ET) and then connected to ventilator, circle absorber, and standard gas flows. Intraoperatively, surgeon requested for gastric decompression; hence, a Ryle\'s tube no. 16 F was inserted with the help of laryngoscopy and Magill forceps with some difficulty due to improper positioning and limited neck mobility. After few minutes, the ventilator constantly alarmed of gas leak which was significant (200 ml). Ventilation was taken manually. The patient\'s end-tidal CO~2~ (ETCO~2~) was within normal range. ET cuff pressure was checked and inflated a little more. The circuit was rechecked, the leak however continued. Hence, suspecting ventilator malfunction another standby anesthesia workstation was attached (which was prior checked and was functional) to the patient, but the alarm kept sounding. We therefore suspected tracheal positioning of the NGT. A hissing sound was heard at every breath from the ventilator at the NGT tip which was confirmed by connecting it to a capnograph which showed an ETCO~2~ waveform. NGT was immediately withdrawn, the alarm stopped, and the leak was absent. After 10 min of monitoring, the NGT was repositioned by passing an ET tube with ID 6 in the esophagus over which the NGT was inserted and this ET tube removed. The proper positioning was confirmed with aspiration of gastric secretions. Surgery continued for 1 h and the patient was extubated uneventfully.

Inserting an NGT into anesthetized intubated patients is often difficult with a failure rate of almost 50%--60%.\[[@ref1]\] Complications after several failed attempts increase and include traumatic bleeding, knotting of tube, but the most dreadful being tracheal insertion.\[[@ref2]\] Failed insertion is mostly due to altered local anatomy; hence, some maneuver may be needed in addition to routine practice for successful passage and placement of tube. Deflation of the cuff of the ET, application of pressure at lateral border of the thyrohyoid, or pulling the cricoids cartilage can also help easily pass through the lateral or posterior hypopharynx.\[[@ref3][@ref4]\] Difficulty in insertion is compounded with difficulty in confirmation of placement. The draping and high diaphragm in laparoscopic procedure obstructs clear auscultation.

Inadvertent entry of NGT into trachea can cause serious to possible life-threatening complications such as laryngospasm, pneumothorax, and failure in ventilation. Thus, hospitals should have checklists to avoid such complications. Its correct intragastric position can be verified by capnography, checking the aspirate for acidic pH (\<5.5), or by C-arm machine if possible. In our case, accidental displacement of NGT into the trachea caused the ventilator bellows to deflate and "malfunction" leading to a leak. Other possible causes of ventilatory malfunction could be due to fault in the anesthesia machine, leaks in circuit and vaporizer, or accidental extubation. We tried increasing the cuff pressure and even changing to standby ventilator, but the leak persisted. We suspected a malpositioning of NGT into the airway which was further confirmed by capnography. With removal of the NGT, the ventilatory parameters normalized.

Many techniques for safe placement of NGT in intubated patients have been described using a guide wire (angiogram/Rusch stylet) over which NGT is passed.\[[@ref5][@ref6]\] An alternative method uses a smaller size ET and NGT inserted through it.\[[@ref7]\]

Some authors suggest stiffening the NGT before insertion. This step significantly reduces NGT kinking and improves the success rate of insertion.

In conclusion, accidental insertion of NGT into the airway can be a cause of ventilatory malfunction, and we want to highlight the complication and create awareness for proper insertion of NGT in anesthetized intubated patient.
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